Sepsis is a common condition with a major impact on healthcare resources and expenditure. We therefore wanted to investigate and improve how the acute admission unit (AAU) at the Great Western Hospital (GWH) is managing patients who present directly to the unit with sepsis. In order to obtain this information, an audit was undertaken against the College of Emergency Medicine standards used by the emergency department within GWH and across the UK. Data was retrospectively collected for 30 patients with a diagnosis of severe sepsis or septic shock. The notes were scrutinized with regard to the implementation of College of Emergency Medicine standards for the management of sepsis. This meant that performance in the AAU was compared against the emergency department at GWH and national figures.
Problem
In the acute admissions unit at Great Western Hospital, patients are admitted directly to the ward via GP referrals. As of last year we had no clear system for identifying patients suffering from sepsis, or a clear algorithm for treating them. They were therefore being coded incorrectly and not being identified early on to receive the 
Baseline measurement
We looked at 30 sets of casenotes obtained from patients admitted to the acute medical unit between 2012 to 2013. These were all patients fulfilling the criteria for a diagnosis of severe sepsis or septic shock. The inclusion criteria are listed below but included only those 'medically expected' patients. These were mainly GP referrals or admissions from clinic and thus had not been assessed by the accident and emergency doctors.
Case notes were obtained retrospectively via the audit department using codes for severe sepsis or septic shock. These were then screened to ensure eligibility as per inclusion criteria. In addition, Areas specifically of concern include: Measurements and recordings: 
Design
Our intervention was several fold and with reasons to support each.
The first of these was the introduction of a sepsis proforma. This was placed in admission notes to allow the identification of potentially septic patients through easy visualisation of the criteria and management using the Sepsis Six bundle. A similar proforma was being used to good effect elsewhere in the deanery, and with their permission we adopted and adapted this in order to incorporate it into the working proforma of the department. In keeping with this first intervention we used the simplified Sepsis Six bundle appropriate to ward based care. We felt it was important to use a validated tool which allowed for simple interpretation and use.
Our second major intervention was to raise awareness of sepsis implications and management through the creation of a junior doctor group to educate both junior doctors and nurses. By creating a working group we have been able to start an intervention which is now self-fulfilling. As junior doctors move frequently across jobs, these doctors can continue to hand over the reigns to the next in order to continue improving sepsis management through the years.
Before this working group was formed, we implemented education through the use of posters and teaching sessions. This aimed to kick start people's awareness of the problem and educate doctors and nurses in the identification and management of sepsis. Other simple measures were introduced, including visual aids in order to maintain awareness. With the implementation of these changes we can then continue to monitor improvement in cycles through an already developed data collection tool.
Strategy
PDSA cycle 1: In the first PDSA cycle initial education and awareness talks were given to the AAU department, during which it was identified how we could improve our educational talks to ease understanding at future educational seminars. This included changing the way data was displayed to make it easier to interpret receiving initial views on how visual aids could be improved, and ways to set up and perpetuate working groups. The following cycles were then carried on by the sepsis working group. 
Results
After the intervention the sepsis working group audited the 
Lessons and limitations
Several lessons were learned along this journey and limitations occurred at most steps. The first of these was recording baselines measurements. This initially appeared to be a straightforward task which was soon complicated by identifying patients which fulfilled the criteria. Since severely unwell patients are often taken directly to the emergency department, the 'obvious' septic shock patients rarely come directly to AAU. Therefore, case notes were often not coded as "sepsis". This led to a slower process of looking at notes coded as infection and then determining if they were septic on arrival. This process has been sped up at re-audit as staff on posttake rounds have been asked to e-mail likely appropriate patient identifiers securely to the data collectors. 
Conclusion
By implementing multiple interventions to improve awareness and management of sepsis, we have achieved a definite change in attitude on the ward. Awareness of recognising and managing sepsis is anecdotally better. It is important to recognise that it would have been useful to test knowledge of this area before implementing changes through questionnaires to show definite improvement among stable staff and rotating junior doctors on the ward. The second audit has shown a slow but definite improvement in the percentage of the Sepsis Six bundle being received by patients. In turn this will have better outcomes for individuals who present to AAU with sepsis and also long-term economical benefits for the hospital.
